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CDC REYE SYNDROME CASE INVESTIGATION REPORT

- {1-4)
‘ID No.

Please write in where necessary, and check boxes where applicable (disregard numbers in parentheses).

1. Nams of Reporting individual

sznSImmanuﬂom'shunqm {37 [Dj

Address 3.Stxte 4, Cou
d s IS ENLY
City State Zw Code
Talsphone No. 5 Ageinyeers L “mngt;““, ®. Patients Swa:  (17)
(Area Codel (13—14)' | I (15-161|:D

1. mate Oz Femata

Name of Hospital With Which Affiliated

7. Patisnt’s Race: (18}
[]1. whita []3. Asian of Pacific Islander

8. Patient’s Ethnicity: {19}
[C]1- of Hispanic Origin

Name of City in Which Hospital is Located

[O)2. Not of Hispenic Origin
] 2 Net seacified

2. etsck ] 4. American indian or
Alaskan Native

9. Was patient hospitaiized? (20) D‘ Yes Dn No Dg Unknown

iF PATIENT HOSPITALIZED, REPORT THE FOLLOWING FOR EACH HOSPITAL IN WHICH PATIENT WAS HOSPITALIZED:

MNama and City of 1st hospital

Name and Gty of 2nd hospital

Mo, Day Yr. Mo. Bay ¥r.
Dateot tathospitatization | [ [ T [ T ] Dateof 2nehoseitatizazion | | || | |[ | |
(21-26) 133-38)
Date of discharge from 1st hospital,ar death | ”_T_“ Date of discharge from 2nd hospital, or death | | ” l || I |
(27-32} {39-44)
10. Date of onset of Reye Syndrame {onset of savers vomiting or mental status changs, whichever sppeared fir). Mo. Day Yr.
LTI
45-50)
11. During the 3 weeks befors onsst of Reys Syndrome was thers an antecedent illness? (51) E] 1 Yes D 0 No D 8 Unknown
Me. Day ¥r.
If yas, date of ormst of antecedent illness [:[j[j:] ED
(52-57)
12. if thers was an antecedant iliness, was thera: No Unknown
Diarrhea as part of the antecsdent ilnexs? D 1 D 0 D 9 (58)
Respiratory symptoms as part of the antecedent illness? E] 1 E] 0 D g (59)

Faver as part of the antecedant illnass?

Chich as the

O Qe B

Othar rash as part of the antecadent illnes?

demt illness? | O Qe Qs <
O Qe Qe =

13. A. Was there vomiting at any tima? {63)

D‘l Yas

B. If thers was vomiting at any tima, was ths vomiting?  Part of the antecedent illness D 1

check only ons} 164}

Fart of the Reye Syndrome [:] 2

[Jo ne [J9 unknown

or part of both antocedent and Reys Syndrome D 3

Unknm_nrnD 9

14 A. Check the appropriate box to indicate the bast description of the patient’s
condition 4t admission to the hospital where the major part of therapy (or
at diagnosis, if not hospitalized) was parformed.

- B. Check the best description of the patisnt’s condition during tha most savere

15. Was patient vaccinated during month preceding
onsat of Reye Syndrome? (57)

1 vee (Jone [] 9 unknown

phae of iHness. IF YES, SPECIFY VACCINE AND DATE RECEIVED
Vaccine Ciate Recioved
Mo. [* Yr.
. A.Patient's B Patient’s Condition L r
Candition During Most Savera | | | | | ] | I |
at Admission Phase of lliness 5573
{Check Cnly One}  {Check Only Ona} H
O 0 LI LU
Alert wakefuiness 1] D D 178-79)
Difficult to arouse, isthargic, slespy 1 D D I I |
Dalirious, combative, purposeful or semi- 2 D D ‘_l_J(ao-ssg I—‘I—l
oseful mator responses
pure 18, Did the patient evar have a pravious cass of physician-diagnosed Reye
Una bl ] Iy fiexor motor 3 D D Syndrome? (86}
responses, du:omutn
Unar i dominantly motor 4 D D D 1 Yes D 0 Ne D 9 Unkrown
resp Onses, d‘wrtbrll-
Unarousabls, flaccid paralysis, arefiexia 5 - =
pupils unresponsiva P [:] B 17 HT’ Eur Syndrome ever besn diagnosed in # sibling or blood
ralative? (87
Cursrized or equivalent, therefore could [ D D &7
not classi
Ot ves [Qo ne [J9 unknown
Condition unknown 9 E] D
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LABORATORY DATA

‘!B.Didﬂnpnmhav-.mvinlorb.n-rial" on d with Reye Synd ) dl d by culture, serology or other lsboratory test?
: IF YES, HOW WAS AGENT IDENTIFIED
Yeos No Unknown Culture Serology Other Unknown
Fau A (1 Oo |CJe es] [ 2 s 9 s
o B O o 0y va| Ox Oz 0= Os ou
Other {spacity) [y e |Oe o] []1 Clz Os Os e
" 48, Was there's three-fold or g levation in the 1 lub ¥ value of sither the serum SGOT, SGPT or NH3?(9A)|:|1 Yar [JoNo []9 Unknown

20. What were tha patient’s highest fab vatues for the following:

=000 =0000 «-00h0

195-98) (99-102) 103-106)
21, What was the lowest serum glucoss valus? DDDD my%
{167-310}
22. What ware the patient’s highest lab values for the follawing: Units
1011 aLan
(111-114} (115-116)
23, Wes patisnt’s carebrospinal [CSF} cell count normar? (1171 [ J1ves [JonNe [T} 3Not done
Erter the foliowing in spaces provided:
rvn'n3 mm? mo% mg%
S [ O o o s T o
{118-121) (122-125) 1126—127) 1128-129) (130-131) (132—134}
24. Was biood for a salicylate level obtained 9 Unk
within 48 hours of admission to the how'naimmD 1ve [Jome []9unknown
If YES, was salicylats detectable? (136) [ J1Yer [ JONo [ ]9 Unknown BLANK

it YES, how many mg %7 Dj (137-138}

(139)-{162)

25, What wis outcema of this ilines? Salsct the most
sppropriste answer. (163)

D 1. Prognosis unclsar at presant

D 2. Patient recovered

(] 3. suttered miuct neurciogical residual
D 4. Suffered severa neurological residual
(] 5. Putiant disd

D 6. Qutcoma unknown

26. Is there biopsy canfirmation of the diagnosis? (check only one) (164}

D1Yas
DONo

D 3 Biopsy not done
D 9 Unknown

27. IF APPLICABLE, is thars autopsy fi of the di

i? {165)

D 1 Yes, autopsy confirmed diagnosis of Reye Syndroms, D 3 Autopsy
not dane

E] 9 Unknown

{:] 0 No, sutopsy was dons but did not confirm
disgnozis of Reye Syndroms

28. ENYER DATA REPORT TAKEN

Mo, Day ¥Yr mg/130mi
BILIRUBIN
| I | l I I (total) .
(166-171) {172-174)

30. Was bicod for an acetaminophen level abtained
within 48 hours of admission to the hospital? (176}

D1 YHDBNI'.I [ unknown

it YES, was d ble? (177)

29. s the patisnt ona of identical twins? [175)

D'l Yes Dﬂ No DB Unknown

[Jrve[Jome E]e Unknown
K YES, how many Lig/mi D:l
{178-179)

QUESTION 30 (A, B, C & D} OPTIONAL

31, A, Did tha patient take any madicati {nonprescription or €. How did you obtain this medicstion history?
prascribed]} during the 3 wesks prior to tha gnsat of Reys .
Syndrome{defined as vomiting or mantal status changesj? {1580) 1. Chart roview O ey
Ol 1 Yes Clone [J 8 Unknown 2. \ntarviewed patisnt’s physician 0O uess)
B. Pleasu list ail of these madicati below finclud 3. Interviewed patient’s parent O wes
brand namaes if possible): (181-186) 4. Other {spacify) 0 am
1 0. If abtained anly by chart review, which did the medication history specifically indicata?

{check all that apply)

2) 1. Patiant took scetaminophen during the three weeks [ sy
3l 2, Patient did not take acetaminophen during the threa weeks D {192)
a) 3. No information regarding acetaminophen ingestion Q193
8) 4. Patient tock salicylata during the three weaks O 194y
&) 5. Patient did not take salicylata during the thres weeks E] {195)

6. No information regarding salicylste ingestion 0 ase

32 A_ Does the patiert have a dissase which requires the patient to take salicylste-containing medications regularly?

297 [J1 ves Oone
B If YES, what is tha diseasa?
1. Juvenils Rheumatoid Arthritis (W]
2. Othar {spacify): [ ass

[ 9 Unknown

RETURN TO: Centers for Disease Control
ATTN: Reye Syndrome Unit
Building 6, Room 125
Atlanta, Georgia 30333

PLEASE CHECK OVER ALL ANSWERS TO MAKE SURE THEY CAN BE READ AND PROCESSED APPROPRIATELY FOR DATA

'COLLECTION.
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